Hemobilia is a rare cause of upper gastrointestinal tract bleeding. Most cases are iatrogenic following medical interventions, most commonly liver biopsy and transhepatic cholangiography. We present a case of arteriobiliary fistula between the right hepatic artery and the common hepatic duct, in a case of Mirrizi syndrome, following endoscopic biliary stenting and presenting with hemobilia. The patient was treated by surgical disconnection of the fistula, ligation of the right hepatic artery, and bilioenteric anastomosis. 
INTRODUCTION
Hemobilia, defined as bleeding in the biliary tree, is a rare cause of upper gastrointestinal bleeding. Two thirds of cases are iatrogenic resulting from medical interventions, most commonly liver biopsy and transhepatic cholangiography. 1 Endoscopic interventions including cannulation of the bile duct with guide wires and placement of metallic stents can also result in immediate and delayed bleeding. 1, 2 We present a case of arteriobiliary fistula between the right hepatic artery and the common hepatic duct following endoscopic biliary stenting and presenting with hemobilia. Fluoroscopy revealed a migrated stent in the CBD.
Balloon dilatation of the ampulla was done after cannulating the CBD, and the blocked stent was removed.
Cholangiogram was not obtained because the CBD was full of blood. A 10-Fr plastic stent was inserted in the bile duct. The patient was immediately scheduled for angiography.
Selective celiac, superior mesenteric, hepatic and gastroduodenal artery angiogram was obtained. The visualized vessels and their branches appeared normal with no evidence of pseudoaneurysm or contrast extravasation (Fig. 3) . A contrast-enhanced computerized tomography with angiogram also failed to reveal any aneurysm or contrast extravasation.
The patient was transfused with 2 units of blood and was hemodynamically stabilized. He was scheduled for surgery to remove the CBD calculi, to look for and deal with the source of bleeding, and to perform bilio-enteric diversion.
Analysis of the previously done MRCP and ERCP im- ages clearly showed that the stone was in the low inserting cystic duct stump protruding into the mid common bile duct (i.e., Mirrizi syndrome). This could explain the failure to remove the CBD stone during the numerous ERCP attempts (Fig. 4) .
The patient was explored through a subcostal incision while under general anesthesia. Adhesions of the omentum to the liver were divided. The duodenum was freed from the retroperitoneum, and the peritoneum on the anterior surface of the hepatoduodenal ligament was cleared.
The cystic duct stump with the stone in it, and the bile duct with the stent in it were identified. The cystic duct stump was opened and the stone removed (Fig. 5 ).
Opening of cystic duct stump in to bile duct was identified and active oozing of blood from the bile duct was seen. The incision was extended in order to open the common bile duct, and the previously placed plastic stent was removed. Active ooze was seen coming from the proximal bile duct. In order to gain vascular control the common hepatic artery, the gastroduodenal artery, and the right hepatic artery were looped. The common bile duct was transected, and the proximal end lifted off the hepatic artery and portal vein. At the level of the common hepatic duct, a dense adhesion was found between the posterior surface of the hepatic duct and the anterior surface of the right hepatic artery (Fig. 6) . The right hepatic artery, proximal and distal to this dense adhesion, was looped to gain vascular control (Fig. 6) . A direct arteriobiliary fistula which was present at the site of the adhesion was disconnected. An attempt was made to repair the rent in the right hepatic artery, but because of inflamed, unhealthy tissue the segment of the artery was excised, and Bilioenteric anastomosis was achieved using Roux-en-Y hepaticojejunostomy.
In conclusion, hemobilia due to hepatic arteriobiliary fistula is an extremely rare clinical entity. Identification 
